To explore the impact of adjusting for income and education on disparities in functional limitations and limitations in activities of daily living (ADLs) between Black and White older Americans. Method: Data from the 2003 American Community Survey were used to examine the associations of education and income, stratified by race and gender, with functional limitations and ADLs, in a sample of 16,870 non-Hispanic Blacks and 186,086 non-Hispanic Whites aged 55 to 74. Sequential logistic regressions were used to examine the relative contribution of income and education to racial disparities. Results: Ninety percent of the Black-White difference in disability rates for men and 75% of the difference for women aged 55 to 64 were explained by income and education. Discussion: The greatly elevated risk of disability among Blacks aged 55 to 74 is largely explained by differences in socioeconomic status. Reductions in Black-White health disparities require a better understanding of the mechanisms whereby lower income and education are associated with functional outcomes in older persons.
have substantially higher rates of disability than their higher SES counterparts (Breeze et al., 2001; Lantz et al., 2001; Melzer, Izmirlian, Leveille, & Guralnik, 2001; Minkler, Fuller-Thomson, & Guralnik, 2006; Schoeni, Martin, Andreski, & Freedman, 2005) . Earlier work also shows that at lower educational levels, Black-White differences in healthy life expectancy are higher than at higher educational levels, with the effects of lower educational attainment particularly devastating for Blacks in terms of health and disability outcomes (Crimmins & Saito, 2001) .
A few studies suggest that adjusting for SES explains Black-White differences in disability (Guralnik, Land, Blazer, Fillenbaum, & Branch, 1993; Kelley-Moore & Ferraro, 2004) , whereas several others show that the elevated odds for Blacks persist after adjusting for SES (Andresen & Brownson, 2000; Liao, McGee, Cao, & Cooper, 1999; Mendes de Leon, Barnes, Bienias, Skarupski, & Evans, 2005; Schoeni et al., 2005; Tennstedt & Chang, 1998) . Although a number of other studies explore race differences and disability in older Americans (see Guralnik et al., 1993; Kelley-Moore & Ferraro, 2004; Mendes de Leon et al., 2005; Schoeni et al., 2005) , further research using large random samples to assess the relative contributions of race and SES to disability status is warranted. Furthermore, an explicit assessment of the joint distribution of race and SES (e.g., multiplicative modeling) and an examination of several types of disability is required.
We focus this analysis on two types of activity limitations-those restricting the ability to perform activities of daily living (ADLs) such as bathing, feeding, and toileting, and functional limitations, defined as a long-lasting condition that substantially limits such basic physical activities as walking, climbing stairs, and lifting. We hypothesize that Black-White differences in ADL limitations will be more affected by income than will differences in functional limitations, as earlier research (Minkler et al., 2006) has suggested that ADLs may be more amendable than functional limitations to amelioration though changing the physical environment.
To better examine the relative contribution of racial group and SES to functional and ADL limitations among Black and White Americans, we used data on more than 200,000 Americans aged 55 to 74 from the U.S. Census Bureau's 2003 American Community Survey (ACS). With its large sample size and high response rate (96.7%), the ACS offers an opportunity to examine this topic within the context of a nationally representative sample of older persons far larger than that typically used in such research. Our study's use of two measures of SES (education and the income relative to poverty-threshold percentage [IRPP] ) across a wide-income gradient, and two measures of disability (limitations in ADLs and functional 680 Journal of Aging and Health limitations) further enhances our ability to tease apart the relationship between race and SES in disability among older Americans.
Method Sample
The ACS is an annual nationally representative survey of housing units randomly selected from the U.S. Bureau of the Census Master Address File. The ACS is designed to characterize the demographic, housing, social, and economic characteristics of the population and capture changes over time and is intended to replace the Decennial Census long considered as the primary tool for characterizing the U.S. population. The 2003 ACS sampled households monthly from November 2002 through December 2003. The monthly sample size approximates the 1 in 6 sampling ratio used for the year 2000 Decennial Census. One household respondent aged 18 or above (or in some cases, 15 and above) provides information on all members of the selected housing unit. To maximize the response rate, three modes of data collection were used: mailed questionnaire, computerassisted telephone interview (for nonrespondents to mailed questionnaire), and computer-assisted personal interview (for telephone nonrespondents; U.S. Census Bureau, 2005a). The overall response rate of the 2003 ACS was 96.7% (U.S. Census Bureau, 2005b) .
The total sample size of the 2003 ACS was 828,590 housing units. The total unweighted sample size of respondents aged 55 to 74 was 202,956. We restricted the sample to this age group for two reasons. First, this is the age group in which socioeconomic disparities in health are at their peak (Herd, 2006; House et al., 1990) . Second, the 2003 ACS excluded respondents residing in group quarters such as nursing homes. Only 1% of the American population aged 65 to 74 is in nursing homes and thus, this limitation of the data is unlikely to cause substantial bias in our results (U.S. Department of Health and Human Services, National Center for Health Statistics, 2004) . Respondents self-identified as either non-Hispanic Black (n = 16,870) or non-Hispanic White (n = 186,086).
Measures
The two outcomes examined for this study were functional limitations (FL) and limitations in ADLs. Functional limitations was specified as a dichotomous variable indicating whether a respondent had a long-lasting condition that substantially limited one or more basic physical activities such as walking, climbing stairs, reaching, lifting, or carrying. Limitations in ADLs was also specified as a dichotomous variable, indicating whether a respondent had a physical, mental, or emotional condition lasting at least 6 months that made it difficult to "dress, bathe, or get around inside the home."
Education was measured as a five-level ordinal variable indicating primary school or less, some high school, high school graduate, bachelor's degree, and graduate degree.
Household income was measured using the IRPP, a measure of household income as a percentage of the poverty threshold for households of a similar size and composition. Based on a summation of income in the preceding 12 months for all household members from all sources of income, the IRPP more accurately reflects the financial situation of the respondent than would household income unadjusted for household size. The poverty threshold in 2003 for a two-person family was $11,122 if the householder was aged 65 years and above and $12,321 if the householder was aged below 65 years (Dalaker, 2005) . We divided the IRPP into six categories to capture potential gradient effects (<100% of the poverty line, 100%-199%, 200%-299%, 300%-399%, 400%-499%, 500%+).
Racial/ethnic group was measured as a binary variable indicating nonHispanic White or non-Hispanic Black. Given previous studies showing age as a confounder of disability status, two age categories were created: 55 to 64, and 65 to 74. All analyses were stratified by age, racial group, and gender (men and women).
Missing data in the ACS were imputed by the U.S. Census Bureau using a hot-decking technique, in which missing values were imputed based on records of participants who were geographically close to the respondents and matched on age, gender, race, and other relevant sociodemographic characteristics (U.S. Census Bureau, 2002). Data quality was quite high, with all the above variables, except income, having an imputation rate of less than 4%. Twenty-one percent of respondents had imputed data for income (U.S. Census Bureau, 2005c).
Analysis Strategy
Analyses were stratified by race-age-gender group: Black men, 55 to 64; Black men, 65 to 74; Black women, 55 to 64; Black women, 65 to 74; White men, 55 to 64; White men, 65 to 74; White women, 55 to 64; and White women 65 to 74. First, we calculated the percentage of functional and ADL limitations for each of the six IRPP categories for each of the race-age-gender groups (Table 1) . To examine the role of SES in explaining racial differences in ADL and functional limitations, three sequential (or hierarchical) logistic regression models were specified for each race-age-gender group for each outcome. Model 1 included only racial group and age in years. Race was coded with Whites as the reference group based on our findings in Table 1 . Model 2 added education and Model 3 added IRPP. For each race-age-gender group, the percentage reduction in the association between disability (i.e., FL and ADL) and racial group after adjustment for education and IRPP was calculated using ([OR unadj -OR adj] /[OR unadj -1]) × 100 (Volpato et al., 2002) . These percentages represent the reduction in excess risk of disability for Blacks versus Whites associated with either education or IRPP and education (Figures 1a-1d ) and are called the explained fractions.
Last, to examine the joint influence of race and SES (rather than simply controlling for SES), we conducted a global test of interaction for race-by-SES for both education and IRPP and examined the associations of IRPP and education with both disability outcomes in race stratified models.
Given the high percentage of observations missing income data, sensitivity analyses were conducted by reanalyzing the data excluding the missing cases to test for any potential biases that may have resulted from using imputed data (analyses not shown). Findings using imputed data did not differ significantly from those where the missing cases were excluded. Therefore, imputed cases were retained to make use of all available data. Analyses used a weighting variable created by the Census Bureau to account for bias in the probability of selection including noninterview adjustments. Analyses were conducted using SPSS version 15.
Results
Sample characteristics are displayed in Table 1 . The sample had slightly more women than men (i.e., 53% women, 47% men). Whites and persons ages 55 to 64 comprised the majority of the sample. Forty-four percent of Black women and 36% of Black men were living below 200% of the poverty line-rates that were almost twice that of their White peers. Similarly, 34% of Black men and 33% of Black women had not graduated from high school, compared to 16% and 15% of White men and women, respectively.
The descriptive data in Figures 1a-1d shows that for individuals aged 55 to 74, there was a general downward trend in the prevalence of functional limitations and ADL limitations with each step up the income ladder for Whites and Blacks, with steeper slopes observed for functional limitations for all four gender-race subgroups. For both genders, the slope was steeper among the 55-to-64 age group. Although both racial groups showed a similar pattern of higher income being associated with lower rates of functional and ADL limitations, the rate of functional and ADL limitations among Blacks in each economic stratum tended to be higher than those of Whites. Racial differences in rates of functional and ADL limitations were generally greater for women than men, with the greatest racial differences having been observed among women aged 65 to 74. The difference in functional and ADL limitations from the top to the bottom of the socioeconomic spectrum was greater than racial/ethnic differences within socioeconomic strata. For example, for women aged 55 to 64, the functional limitation rates for Blacks and Whites living below the poverty line were 41% and 39%, respectively. In contrast, the rates for Blacks and Whites among those at 500% or more of the poverty line were 13% and 8%, respectively. Multivariate logistic regression analyses indicated that Blacks had significantly higher odds of functional and ADL limitations than Whites in unadjusted models (Figures 2a-2d) . This was true across gender and age groups. All but one of the eight odds ratios were above 1.60 when adjustments were made for age in years. Further adjustment for education level substantially decreased the Black-White odds ratios, for both disability outcomes, for men and women in both age groups. However, race remained a significant predictor of functional limitations for men and women aged 55 to 64 and women aged 65 to 74 and of ADL limitations for all race-agegender groups.
When further adjustments were made for family IRPP level, the odds ratios for disability in Black versus White men were no longer significant (Figures 2a & 2c) , with the exception of a slightly elevated odds ratio for limitations in ADL among Black men aged 65 to 74 (OR = 1.19 and 95% CI = 1.03, 1.37). Approximately 90% of the Black-White differences among men aged 55 to 64 in both ADL and functional limitations were explained by IRPP level and education together.
Adjusting for education and IRPP decreased but did not eliminate the elevated odds of functional and ADL limitations in Blacks versus White women (Figures 2b & 2d) . For example, when only age in years was controlled in the analysis, Black women aged 65 to 74 had an age adjusted odds ratio for ADL limitations of 2.20 (95% CI = 1.99, 2.44) which decreased when education and IRPP were included in the analysis to an OR of 1.64 relative to their White peers (95% CI = 1.47, 1.82). Similarly, Black women aged 65 to 74 had 44% higher odds than White women of functional limitations when education and IRPP were controlled, down from 93% higher odds in the age-adjusted model. Among women aged 65 to 74, approximately one-half of the excess disability associated with being Black was explained by education and IRPP level, whereas there was an approximately 75% reduction in the association between functional and ADL limitations and racial group among women aged 55 to 64. Importantly, a substantial proportion of the observed functional and ADL limitations came from the 22.5% of the population living below 200% of the poverty line, a disproportionate number of whom were Black. This socioeconomic group comprised 47% of all those with ADL limitations and 41% of those with functional limitations.
The interaction between race and both education and IRPP level are worthy of note. There were significant race-by-education interaction terms for six of the eight possible disability-type-by-age-gender groupings. The IRPP-by-race interaction terms were significant for functional limitations among both men and women aged 55 to 64 and for ADL limitations among women of both age groups. However, the explanatory value of these interactions was modest. The joint contribution of racial group-by-education and racial group-by-IRPP interaction effects never exceeded a Nagelkerke Pseudo R 2 (Nagelkerke, 1991) value of .002.
Discussion
Our finding that approximately 90% of the Black-White differences in the rates of both functional and ADL limitations among men aged 55 to 64 and that 75% of this differential among women of this age group are explained by education and poverty level provides new evidence of the powerful role of SES in explaining racial disparities in disability. The differences in functional and ADL limitations across the SES spectrum in each racial group were much more substantial than racial differences within SES strata. Black-White disparities were driven primarily by the disproportionate number of Blacks in the lower SES income and education groups where the burden of both functional and ADL limitations was greatest, a finding consistent with previous research (Burchard, Ziv, Coyle, & Gomez, 2003; Kington & Smith, 1997; Li & Fries, 2005; Smedley, Stith, & Nelson, 2003; Tennstedt & Chang, 1998) .
Examination of the explained fractions reveals potential cohort differences. In the younger cohort of women, there was approximately a 75% reduction in excess risk of disability for Blacks versus Whites when the education and IRPP variables were added to the analysis. However, in the 65-to-74-year-old cohort, there was only a 50% reduction in excess risk when the SES variables were added to the analysis. It is important to remember that 65-to-74-year-old cohort members completed their K-12 education prior to the 1954 U.S. Supreme Court decision of Brown v. Board of Education banning segregation in the public school, which may be a factor contributing to this finding. It is conceivable, for example, although impossible to test with this data set, that the poorer quality of education received during that time diminished the protective effects typically associated with increased levels of education. However, it is puzzling why Black men of that age group do not show the same effects as women. This is a logical area for future research on SES and disability status by race. Investigators have already begun to examine the role of civil rights policies on the socioeconomic progress of Blacks (Chay, 1998; Collins, 2003) . Further research is needed to assess how these policies may be related to improvements in health outcomes.
Age discrimination is another potential explanation for the leveling of racial differences in disability in older age. Other researchers have found similar associations with SES in older age groups giving rise to the age as leveler hypothesis (Beckett, 2000; Herd, 2006; House et al., 1990) . However, evidence is inconclusive (Ferraro & Farmer, 1996; Ferraro, Farmer, & Wybraniec, 1997) and does not explain why these associations might be observed among women but not among men.
The fact that education and IRPP, together, played a lesser role in explaining racial inequities for women than for men is intriguing. One promising area worthy of further study involves the far more extensive caregiving role played by older women across racial and ethnic group lines (Lee, Ensminger, & LaVeist, 2005) . Although hands-on caregiving in midlife and beyond is somewhat more common among African American women than their White counterparts, differences by race are far smaller than those by gender, with American women providing almost two thirds of informal caregiving in the United States (Pandya, 2005) . Earlier research has suggested that the physical and emotional demands of caregiving in middle and later life may cause or exacerbate functional limitations and/or make caregivers more aware of these limitations such that they are reported with greater frequency (Minkler, Fuller-Thomson, Miller, & Driver, 1997) . Although no data available in the ACS data set allowed us to directly or even indirectly test this possible pathway and it therefore remains a speculative one, further research on differential prevalence of hands-on caregiving by race and gender and its relationship to disability in later life should be considered.
Differential access to health care may explain some of the disparities in functional and ADL limitations by SES observed in this study. Although Medicare, in particular, has played a major role in decreasing BlackWhite and SES disparities in older Americans' access to and use of preventive and therapeutic care, substantial racial differences remain after taking Medicare into account (Eichner & Vladeck, 2005) . Furthermore, the number of older Medicare beneficiaries who purchased individual "Medigap" policies to cover deductibles and other uncovered costs and/or had employer-sponsored supplemental insurance has declined over time (U.S. General Accounting Office, 2001). Prior to age 65, SES may play an especially important role in reduced access to care (Field & Jette, 2007) . Whether covered by Medicare or private insurance, for example, lowerincome individuals, including a disproportionate number of Blacks, are less likely to be able to afford the cost of deductibles, coinsurance, and uncovered services and frequently forgo procedures that could improve their functional status (Eichner & Vladeck, 2005; Field & Jette, 2007) . Research suggests that even among those with comparable insurance coverage, Blacks are more likely than Whites to experience inferior medical care (Geiger, 2006; Institute of Medicine, 2002) . Notwithstanding, differences in health care access have been shown in earlier studies to explain only a small percentage of the health differences across SES groups (Isaacs & Schroeder, 2004) .
Still another potential avenue for further research, and one that cannot be addressed with the current data, involves the impact of differential obesity rates. As Alley and Chang (2007) have demonstrated, dramatic increases in rates of obesity among older adults are translating into increased functional limitations. Using data from the Health and Retirement Study and the Behavioral Risk Factor Surveillance System, Strum, Ringel, and Andreyeva (2004) further have extrapolated that "if current trends in obesity continue, disability rates will increase by 1% per year more in the 50-69 age group than if there were no weight gain" (p. 199). Substantially higher rates of obesity among older African American women when compared to older White women might also help explain some of the higher disability rates we observed in older Black women and could further contribute to still higher rates in the years ahead.
A number of other possibilities exist and would be likely next steps for future research aimed at exploring the mechanisms explaining these strong associations between SES and disability. Some of these include the role of social support, differences in marital status, employment grade, occupational industry, physical activity, diet, and the built environment.
We anticipated that Black-White differences in ADL limitations would be more highly associated with income than would differences in functional limitations. It has been suggested that functional limitations are less likely to be mitigated through environmental modifications than are ADL limitations (Minkler et al., 2006) . Individuals in higher SES groups, for example, may be better able to afford home modifications that make navigating space more feasible. When one considers the explained fractions, however, it is apparent that in three of the four age-gender groups, adjustment for education and poverty is similarly associated with the reduction of the excess risk of both types of disabilities for Blacks versus Whites.
Men aged 65 to 74 did show a differential impact of adjustment for SES between the two types of disability, but the findings were the opposite of what we expected (i.e., ADL limitations were less strongly associated with SES than were functional limitations). One potential explanation for this finding may be related to the definition of functional and ADL limitations. In this study, functional limitations are defined as conditions that compromise physical functioning that may be interpreted as more organic in nature, whereas ADL limitations are defined as any physical, mental, or emotional condition that impairs daily functioning. Men report less mental and emotional dysfunction than do women (Macintyre, Hunt, & Sweeting, 1996; Nuru-Jeter, Williams, & LaVeist, 2008) which may have resulted in some degree of reporting heterogeneity between genders. Furthermore, older adults tend to report fewer psychological and emotional symptoms than younger adults (Gallo, Anthony, & Muthen, 1994) , which may help explain why this association was observed among the older versus younger age group in the present study. Further research is needed to understand the mechanisms through which income and education influence the relationship with each type of disability.
Although this study underscored the powerful role of SES in explaining the majority of the Black-White differences in functional and ADL limitations, poverty-by-race and education-by-race interactions were significant (albeit modest) in all but one of the age-gender groups. Future research should include analyses stratified by race/ethnicity and include a broad range of SES measures, including wealth, to more fully investigate the role of SES, both between and within racial groups (Braveman et al., 2005) .
In spite of the role of SES in explaining a considerable amount of the racial differences in functional and ADL limitations, significant racial differences remained for women after adjusting for SES. An important potential explanation for continuing racial disparities in disabilities after accounting for education and income is the experience of racism. Geronimus's (2002) "weathering" or premature aging hypothesis suggests that chronic exposure to or experience with social and economic stressors takes a toll on Black Americans, particularly women, resulting in a physiological wear and tear that may be reflected in a wide range of health outcomes including functional limitations (LaVeist, 2005; Williams, Neighbors, & Jackson, 2003) . Similarly, allostatic load, a measure of cumulative biological stress, has been shown to be up to 3 times higher for Black versus White women suggesting more exposure to chronic stress experiences among Black women (Geronimus, Hicken, Keene, & Bound, 2006) . One of the ways allostatic load has been postulated to impact health is through inflammatory markers indicative of subsequent disease processes (McEwen, 1998) , including the disablement process (Cesari et al., 2004; Taaffe, Harris, Ferrucci, Rowe, & Seeman, 2000) . This premature aging of Black Americans may be related both to their greater exposure and heightened response to social and economic stressors over long periods of time, including those associated with racial discrimination (Geronimus, 2002) , and may be particularly problematic for women given their caretaking role and associated concerns regarding raising children in a race-conscious society (Nuru-Jeter et al., 2009) . Notably, the youngest members of our sample were already in their midteens when the Civil Rights Act was passed in 1963. Although, as noted above, the current data set precludes our testing this hypothetical pathway, it may be that such historical realities, coupled with continued inequities (LaVeist, 2005; Smedley et al., 2003) may take both a direct and an indirect toll resulting in accelerated aging through the overcirculation of stress hormones in the body (Geronimus, 2000) . That racial disparities in disability persist after accounting for SES in both additive and multiplicative models is consistent with other literature (Hayward, Miles, Crimmins, & Yang, 2000) and highlights the need to further explore the factors associated with the unexplained burden of disability risk among Blacks.
Finally, our findings documenting the role of lower income and educational attainment in explaining disparities in functional and ADL limitations between older Blacks and Whites suggest the potential benefit of longitudinal and intervention research for determining causal links. For example, Herd and her colleagues (Herd, Schoeni, & House, 2008) recently demonstrated the effect of state-level income support policies (i.e., Supplemental Security Income [SSI]) on lowering rates of disability (i.e., long-standing mobility and ADL limitations) among older Americans, finding an 11% reduction in disability for a 15% to 20% increase in income. Further longitudinal studies and experimental research examining the effectiveness of policy interventions designed to reduce poverty differentials (e.g., living wage ordinances and increases in SSI) and/or improve educational access and outcomes may be useful. These studies could also help tease apart selection versus causation effects.
Our study had several important limitations. First, the data were crosssectional, preventing us from assessing causality and from using a lifecourse perspective which has proven useful for elucidating the onset of disability (Guralnik, Butterworth, Wadsworth, & Kuh, 2006) . Second, our measures of disability did not distinguish between onset and progression of functional and ADL limitations. Third, only self-reports of functional and ADL limitations were available, which could have resulted in some underor overreporting (Cress et al., 1995; Kempen, Steverink, Ormel, & Deeg, 1996; Sager et al., 1992) , underscoring the need to supplement this study with others that include objective assessments. Fourth, we were unable to control for such behavioral risk factors as smoking and drinking behavior which were not available in this data set. However, earlier researchers have demonstrated a strong association between functional limitations and SES even when these behavioral factors were controlled (House, 2002; Schoeni et al., 2005) .We also were unable to control for comorbidities such as obesity or health insurance status, which, as stated above, may play a role in explaining the SES/disability relationship (Alley & Chang, 2007; Field & Jette, 2007) . Fifth, our study's reliance solely on income rather than household wealth constitutes another limitation, particularly in studies of older people, for whom wealth measures (e.g., equity in a house) often hold particular salience (Braveman et al., 2005) . Whites have higher rates of home ownership and greater wealth than Blacks (Hilber & Liu, 2008) and thus some of the Black-White disability gap not explained by IRPP and education may be partially due to marked differences in wealth (Isaacs & Schroeder, 2004; LaVeist, 2005; Navarro, 1989) . Earlier research suggests that income and wealth are independent predictors of functional limitations among those with chronic conditions (Schoeni et al., 2005) . Finally, as stated earlier, 1% of the American population aged 65 to 74 is in nursing homes. Although this is a small percentage, our exclusion of the institutionalized probably results in an underestimation of the Black-White differences in disability. For those aged 65 to 74, the rate of nursing home utilization among African Americans is more than twice that of White Americans (202 per 10,000 versus 85 per 10,000; CDC, 2008).
Although we found that between 50% and 90% of the association between racial group and disability was explained by the level of education and IRPP, the fact that Blacks had greatly elevated unadjusted odds of disability with rates, in some cases, exceeding twice those of Whites should be emphasized. This situation is driven, to a large extent, by the vast overrepresentation of Blacks in the lowest income and education categories where individuals are disproportionately burdened with disability (Bulatao & Anderson, 2004) . Recent evidence of widening Black-White differentials in education among older Americans (Meara, Richards, & Cutler, 2008) , together with studies demonstrating that income plays an even greater role than education in the onset of functional limitations (Herd, Goesling, & House, 2007; Zimmer & House, 2003) , further underscore the need for more detailed examinations of the interactions among these variables and their individual and joint effects on disability outcomes. Hayward and his colleagues ' (2000) findings show the role of education in explaining a significant and substantial portion of Black-White differences across a wide variety of chronic illnesses and disability endpoints. Their findings also indicate, however, strong residual effects of race on health that are unexplained by education. They show, for example, that Blacks with 16 years of education are more likely to develop hypertension compared to Whites with less than an 8th grade education. This represents a potent area for further investigation given the prominent role of chronic illnesses in the disablement process (Field & Jette, 2007) . Both the human and the economic costs of disability underscore as well the importance of better understanding the interrelated impacts of race/ethnicity and social class on functional limitations. Furthermore, and while the relationships between health, disability status, and quality of life are complex (Paul, Ayis, & Ebrahim, 2007) , such improved understanding in turn may provide critical grounding for efforts to help achieve the national goals of increasing health-related quality of life and eliminating racial disparities in health (Department of Health and Human Services, 2000) .
